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 Transitional Care Management Coding 

 
 

Background:  

Approximately one in five Medicare beneficiaries in the United States is readmitted to the hospital within 30 

days of discharge; up to 76% of these readmissions may be preventable. A common reason for readmissions is 

the absence of timely follow-up appointments with primary care providers to assist patients with their new 

diagnoses, medications, and treatments. The Centers for Medicare & Medicaid Services (CMS) recognize the 

importance of this transitional period and have started paying medical providers for coordinating Medicare 

beneficiaries’ care transitions. The new payment plan is intended to acknowledge that effective care 

transitions require care coordination and provide additional reimbursement to support these activities. The 

2013 Physician Fee Schedule includes payment for two new CPT codes to support Transitional Care 

Management Services (TCM). 

 

CPT TCM Overview 
The CPT TCM are services for an established patient whose medical and/or psychosocial  problems require 

moderate or high complexity medical decision making during transitions in care.  Transitions of care include:  

The transition of care is from:   To the patient’s community setting: 
• Hospital setting     • Home        
• Observation status in a hospital  • Skilled nursing facility  
• Skilled nursing facility/nursing facility  • Assisted living 

 
CPT 99495 Transitional Care Management Services, required elements:  

 Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 

business days of discharge. 

 Medical decision making of at least moderate complexity during the service period. 

 Face-to-face visit, within 14 calendar days of discharge. 

 
CPT 99496 Transitional Care Management Services, required elements:  

 Communication (direct contact, telephone, electronic) with the patient and/or caregiver with 2 

business days of discharge. 

 Medical decision making of high complexity during the service period. 

 Face-to-face visit, within 7 calendar days of discharge.  

 
The use of either code requires: 

 Interactive contact with the patient or caregiver within 2 business days of discharge and may be direct 

(fact-to-face), telephonic, or by electronic means. 

 Medication reconciliation and management no later than the date of the face-to-face visit. 

 Reportable once per patient 30 days after discharge. 

 TCM code selection based on medical decision making at the date of the first face-to-face visit. 

 May only be reported by one medical provider. 
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Transitional Care Management (TCM) Codes: The Basics 
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Operationalization of the TCM Codes: Workflow 

 

 

 

 

 

 

 

 

  

Considerations:  

 Notifications from hospitals, Skilled 
Nursing Facilities and others 

 Two (2) Business Days 

 Technology vs. Personal Relationships 

 Changing your Phone Messaging 

What Processes Are You Considering To Help Identify Your Patients That Have Been 
Discharged?  
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Operationalization of the TCM Codes: Workflow 

 

 

 

 

 

 

 

 

  

Considerations:  

 All activities are “Pre-Encounter” 

 Two business days to contact patient 

 Medication reconciliation must be 
completed prior to face-to-face 
encounter 

 Documentation of pre-encounter 
activities in your EHR/Other 

 Use of disease specific template 

 Who conducts process 
 

Who is going to conduct the pre-encounter processes? 
How are you going to document this information?  
Are you going to use templates? 
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Operationalization of the TCM Codes: Workflow 

 

 

 

 

 

 

 

 

  

Considerations:  

 How will the medical provider know this 
is a transitional care encounter 

 Proper selection of TCM code 
 

How are you going to ensure the TCM codes are selected by a medical provider during the 
initial face-to-face encounter? 
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Operationalization of the TCM Codes: Workflow 

 

 

 

 

 

 

 

 

 

Considerations:  

 The TCM code cannot be billed for 30-
days from date of discharge 

 Need to ensure patient did not return to 
the hospital 

 Need to ensure only one provider bills 
for the services 

 

How are you going to hold the billing process for 30 days on transitional based encounters? 
 


